" 7 In 1954 I proposed the term "analytic synesthesiology" for the study of these observations.
There has been growing interest in this kind of research in recent years, as witness the publications of psychoanalysts. > n-2o Asthma in particular has been studied intensively from this point of view. It is a striking fact that patients with asthma differ widely in their statements about what sets their attacks into motion. Some say it occurs when they eat certain food, or drink milk; others find that they are "allergic" to an odor like that of ether or gasoline, while still others wheeze when they touch a dog or a cat. For certain patients, the wheezing noise in the throat suffices to bring on a full-fledged asthma attack. And finally, some have attacks when they feel a heaviness or a pressure on the chest. Hence there are different sensory stimuli which serve as trigger mechanisms. The suggestion follows that here are somatic sensations which have a symbolic meaning laid down in the respiratory tract of individuals when the re- Received for publication Jan. 14, 1960.
spiratory apparatus has become sensitized through sensory stimuli. These well-known clinical observations -that certain conversion symptoms have different sensory trigger mechanisms-gave me the idea that one could conduct a dynamic psychiatric interview by entering the patient's mind through the doors of sensory perception. This is to say that, since each of these different sensory perceptions is related to a certain object, the sensory stimulus given by the interviewer at the beginning of the associative anamnesis will stir an emotional reaction related to objects of the past-a reaction which is then transferred to images of these objects in the present reality and, in the transference situation, to the interviewer. The feelings for these objects are expressed nonverbally in the conversion symptom. In an interview, therefore, the use of a certain signal as a sensory stimulus will mobilize a chain of verbal associations and emotional reactions which are corollaries of the organic symptoms.
This process must lead to uncovering the meaning of the patient's symptoms. If this conceptualization is right, it explains also why the tenacity of a psychosomatic disorder depends on how many sensory perceptions are involved in the symptom formation. The bodily sensations are representations of relationships to objects of the past and the present.
I will illustrate the foregoing with the abstract of an interview in which the patient was guided into free associations to an auditory stimulus given inconspicuously, so that it fitted into the situation as a whole.
Case 1
The condition report of this patient read that he was a 25-year-old, white, single, Catholic male, presenting symptoms of abdominal pain and recurring pruritic rash for 6 years, colitis, and left-sided deafness.
According to the patient, he first noticed a pruritic rash in the summer while on the beach. This was accompanied by lower abdominal pain, rapid heart rate, and weakness. These episodes had recurred with increasing frequency over the last 4 years, and were brought on especially by physical activity, hot weather, or when he felt himself under stress. The episodes usually subsided spontaneously in about 15 minutes, when he lay down and rested. He was often constipated and had to take laxatives and enemas. In the Army he had frequent episodes of severe, sometimes bloody diarrhea, and was told that he had ulcerative colitis. After discharge from the service these episodes recurred periodically.
The patient felt anxious when he was at school for rehabilitation; he could not speak before the class, being afraid of making a fool of himself. He felt weak, afraid of people, and overawed by those whom he regarded as his intellectual and physical superiors. He had been unable to return to school or to engage in any sort of work or activity.
Additional data pertinent to the family and personal history include the following. The patient's father died of a stroke at the age of 50. Some months prior to this, he had had a carcinoma of the stomach which, the patient says, was cured. The patient's 58-year-old mother is living. The patient was born during the depression. He remembers hearing how father was unable to pay the hospital bill for the delivery. He recalls lying in a crib with measles at age 2; at age 5 he received injections in the legs for an undescended testicle. He places the onset of eczema at age 6; this was a rash behind the ear which the mother treated with a salve. At the same time he suffered from an allergy which manifested itself in intense breathing VOL. xxii, NO. 6, 1960 difficulty, especially at night. His mother could hear him from her room and would frequently come in to give him a pill to relieve him. This lasted until he was about 12 years old.
At age 8, he remembers having severe abdominal pains, especially when coming home from school for lunch. He recalls putting a pillow to his abdomen and rolling on the floor in agony. He never told his mother of it, for fear she would call a doctor. A brother was born when the patient was 9. At age 11, the patient had an operation for the undescended left testicle. He recalls having blood sores all over both legs at age 12. He became shy, timid, and morose. This was characteristic of most of his childhood until the age of 16, when his behavior suddenly changed and he grew argumentative and often belligerent, getting into fights. He developed an interest in weight lifting, in building himself up physically. His father died around this time and the patient lived at home with his mother and brother while attending college. Except for the period in the army, the patient had been living with them ever since. At age 19 his rash began again, and also the abdominal pains, which continued to the present time. He graduated from college at the age of 21, and then entered the service.
After discharge from the service he entered graduate school where, he says, his rash, his abdominal pains, and his anxiety about the whole situation caused him to do poorly. During the first semester of his second year he "just stayed home drinking beer and watching TV."
During the examination the patient developed urticaria of the antecubital space, axillae, groin, back of the knees, and dorsum of the feet; it began to subside toward the end of the examination.
In the hospital, the patient has been sociable with other patients. He attends the gym daily, using the punching bag and lifting weights, but he must stop after a short time because of weakness and the development of an urticarial rash. During hospitalization he has had no diarrhea. The abdominal pains have occurred on only two occasions, and these were immediately before going home on a week end. He will frequently come to interviews and show what remains of the rash, which usually subsides during the hour. He says he has experienced a diminution of his symptoms owing to the security and lack of responsibility that he feels here.
He describes his rash as violent, crawly, and itchy, and accompanies these comments with a facial expression of disgust. He has had to avoid washing dishes at home, because this also can bring on his difficulty. He states that his rash appears when he feels hot. This he associates with his ulcerative colitis, thinking that perhaps there is some difficulty in water absorption.
He envisions his ulcerative colitis as being abrasions of the intestinal walls related to the food being pushed through too fast. He contrasts this to the symptoms of his father, who frequently vomited when he had cancer of the stomach.
The patient mentions that he had a "heart block" two years ago, when he got drunk and became violent.
As a child he was obsessively concerned with right or wrong, especially when he had to go to confession. He says that he did not know the facts of life until he was about 15 years of age. He had strong guilt feelings after masturbation, and felt that it was like "blood on my hands after a murder."
He resents his mother because of her overprotectiveness and her fear that he would be hurt. At the time when he sought to build up his body by weight lifting, she constantly admonished him that this activity might hurt him in some way. On the other hand, he finds that his mother is too dependent on him and expects him to be with her the rest of his life. The mother very much dislikes the girl he has had for the past 4 years, hence he cannot plan to marry, since he would fear to tell his mother of it.
In view of the patient's hearing difficulty and his preoccupation with what occurs in his abdomen, a noise was used as the cue stimulus for his associations. It was anticipated that his associations to it would produce material which might explain the meaning of his symptoms related to the sector of hearing.
Abstract of the Interview
Patient enters, greets the interviewer and shakes hands in a friendly way. His hand is cold and sweaty.
External Noise
The interviewer pushes an ash tray aside noisily, remarks about the noise, and asks the patient whether he minds it. The patient says that he does not. Asked whether noises bother him, he retorts that they do only when he is studying, adding that he is hard of hearing in his left ear, since a gun was fired near it during the war. (We see that the auditory stimulus led directly to his hearing problem.) This information is bypassed by the interviewer, and the patient is asked to what kind of studies he refers. He says biology, a subject which he disliked when he was in college. He mentions grasshoppers which make noise with their wings, the croaking of frogs, the silence of fishes. (We see again that the sensory stimulus has taken root.)
Eating, Stomach Noises, Colitis, Intestinal Noises
He remembers especially the heart of the frog and the scales of the fishes. He says the muscles of the frog, the leg muscles, are tough to eat. Asked for further associations, he says he could think of his own organs, such as lungs, heart, stomach and intestines, which remind him of colitis. But he adds that he knows nothing about anatomy.
Stomach Noises, Stomach Growth
With eating, he associates the fact that his father had stomach cancer and died. One could hear the rumbling in the stomach, he says; he mumbles "pancreas" and "pituitary." ( Eat Block for Consonant "P" I ask him to try it, which he does. He is surprised that he might prefer not to hear. Why and what does he not want to hear? He says he can hear vowels but not consonants. "Which ones?" "P." He is asked what words with /' come to mind. He says pin and pine, and psychosomatic, and adds "organ disease by the mind." Then pancreas and pituitary. He associates that pituitary evokes "reproductive" growth, but he is not interested. He asks whether I think he is running away from hearing things which he doesn't like to hear. Asked whether he wants to learn more about these organs, he answers that he would like to, that he has an uncle who is a doctor, but who does not know too much about it. Asked whether he would like to listen to his doctor in the hospital, he says he would like to very much. He is advised to do so, and is dismissed. He leaves the room with thanks. This interview, which lasted only 25 minutes, was carried on with the purpose of investigating how far a simple sensory stimulus can influence the course of an interview and the associations which lead into the unconscious.
In a short time the patient revealed an important determinant of his symptomi.e., that he uses his impaired hearing as an escape from hearing something about procreation. What he does not want to hear becomes repressed and leads to symptom formation: procreative growth appears under the skin and in the stomach and intestines, where it is heard. VOL. XXII, NO. 6, 1960 Returning now to the aim of a psychodynamic interview, we know that its purpose is to elicit information about the causally connected components of a patient's symptoms in the present and in the past, and to give the interviewer as well as the patient an idea about the meaning of the symptoms.
Exploration, even by way of guided free associations, will nevertheless continually meet gaps of memories for pertinent experiences when these are highly emotionally charged, since their recurrence in the conscious will encounter an ego guarded against confrontation with repressed anxiety-provoking material. The resistance against verbalizations which is thereby aroused may often delay or prevent the emergence of pertinent material in an interview. Verbalizations are blocked, and it is often difficult to guide them into the desired channels.
Since the anxiety-laden experiences of the past which the interview revives are object-related, much will depend on whether their revocation stirs up confrontations with images of these objects from different periods of life. Such obstacles in the form of unconscious resistances often cannot be bypassed in the limited time of an exploratory interview.
We know, of course, that all object relations originate from sensory perceptions of objects belonging to the world outside the person. The threshold of sensory perceptivity will, as a consequence, be strongly determined by the kind of emotional attachment to certain objects. For this reason, the lowering or heightening of the specific threshold will be an indicator for the specific emotional positive or negative feeling toward the specific object.
It has to be assumed that sensory perceptivity was regulated at one time only by proprioceptive stimuli and was originally related to the individual's body and not to external objects. Originally it depended purely on inner bodily needs and on external stimuli which were, we may say, ob-jectless. We refer to these when we speak of the primary processes.
Since memories of the past can be revived in an interview only by breaking into those strata of the mind where memory accretions have accumulated hierarchically, the interviewing process will slow down when entrance into deeper layers is blocked by unconscious prohibitions. One may assume that an undetermined stimulus, like a noise which provokes early body-related memories, will gradually enter higher levels leading upward to later memories, as we saw in the case just summarized.
A memory stimulus like a noise, an odor, or a color, when used by the interviewer as if it were an accidental part of the interview, will provoke a predetermined reaction, although the patient, as long as he does not suspect its purposeful use, will perceive it first only as what it is-a sound, a smell, or a light. His reactions are therefore bound to be primarily unguarded. The sensory stimulus may not arouse emotional responses other than those which are consciously controlled.
However, in every interview the patient develops, at first sight of the interviewer, a transference relationship based on the image which this person revives in him. The transference relationship to the figure of the past which the interviewer represents will be fused with the patient's own body image. Thus an external sensory stimulus will elicit not only a physiological response as such, but also one due to the emotional relationship to the interviewer who is perceived as a reality through the stimulus. Hence the patient's body ego also determines the transference.
If that holds true, the kind of reaction to a perceived sensory stimulus can be the stepping-stone for the patient's associative anamnesis. It can be theorized that this approach will open the door to the unconscious more easily than when the interviewer meets a patient guarded from the beginning against more highly charged material. The associations, moreover, will not lead over pathways already too crowded with anxiety-laden memories. The interviewer can then guide them more freely into the chosen sector.
These considerations led to the approach described above. The underlying concept was that memories of the past are held in abeyance not only through mental processes, but also through concomitant bodily sensations which are forever a part of the total memory content. They will perforce remain object-related, and will reappear as sensory manifestations during an interview whenever object relationships of the past are revived. The subjective awareness of these sensations can sometimes be subliminal.
For a more detailed illustration of the technique under discussion, a verbatim interview with a male patient suffering from anxiety attacks follows.
Case 2
The patient, 28 years old, mentioned that his feelings of anxiety and apprehension seem to be at their greatest when he is driving a car, or in church, where he sometimes has the feeling that God is going to strike him dead.
This condition began 7 years ago and has. continued with certain exceptions until now. It has been at a low enough level so that he has been able to function. During the preceding month he had had an increase in his symptoms, and had become so anxious in the week prior to his admission to the hospital that he was afraid to drive his automobile. He had been obliged to leave his job. At the same time, he had been taking flying lessons. When he was almost ready to complete the course, he began to feel that he might have a heart attack; he became so panicked that he was forced to quit flying. At this time, too, his father had suffered a heart attack. In addition, the patient's wife was pregnant. After he abandoned flying he had a remission of symptoms, but they returned in a few months' time, all the worse.
The patient is the oldest of a family of four children, his siblings being three younger sisters, ages 26, 22, and 16. The patient's mother died following the birth of the youngest sibling. Her death occurred when the patient was 12 years of age. When he had completed high school, the patient joined the service and rose
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to the rank of captain. He was discharged at the age of 24 holding this rank. Since then he had attended a university for 2 years and had worked as a research development technician for a company where he had made a good record and had been in line for a promotion.
He describes his father as a man who never made a correct decision. The patient never trusted him. The father frequently came home drunk and was sometimes abusive. The patient resented this behavior but was afraid to express his anger toward his father because the latter might "go off the wagon."
In contrast, he called his mother a strong character, a direct, warm, and genuine person to whom he could turn with his problems. He associates both kindness and aggressiveness with her, stating that no one was a match for her. He sought to please her so that she should not "turn on" him. He felt that he was threatened by a two-bladed axe and might be cut either way he turned.
He gave an account of being in a similar position at work, where he found himself between two bosses who were unfriendly to one another. It was difficult for him to please both, and he again felt caught in the middle.
His mother died when he was 12, shortly after childbirth. He felt very badly. She was, as he said, the source of his life, "like the sun to the earth." He lost interest in school and was antagonistic toward his female teachers. He felt lonely and tried to avoid trouble with his father. He began to indulge in masturbation, and feared that he had harmed himself and might die. In the following years his sexual fantasies in relation to women had a sadistic content. Shortly after his discharge from the service he married.
His wife had had a miscarriage and subsequent partial hysterectomy not many months prior to the patient's present admission, and he had been quite upset by this. He felt that if he had not married, he wouldn't be sick. He now placed the onset of his anxiety at the time of his marriage.
He remembers the cold relationship the mother and father had, and wondered about the change in his father after her death. It seemed to the patient that after marriage a man needed to be cautious and even give up the things which made him manly. He remembers the great caution of his father, who wouldn't let him have a knife or an air rifle and who was VOL. XXII, NO. 6, 1960 constantly warning him. The other boys' fathers weren't like this, he complains. He wished his father had taken him fishing and had allowed him to do things the other boys did.
At the present time the patient expresses some resentment toward his wife, who, he says, is a great deal like his mother. It makes him furious when she suggests that he should be less ambitious and more interested in home life, like her father. He connects anxiety with the various successes he has achieved in life. He states that whenever he is successful the bottom drops out from under him. An example of this was his "wonderful" summer in a Boy Scout camp-but just at that time his mother died. He now finds that he is particularly anxious when he is with his children, to whom he wants to be warmer. He is furious with himself because he is not able to do the things with them which he would like to do, and which his father didn't do with him when he was a little boy.
The patient's statement about the cold relationship between him and his parents, and between the parents themselves, suggested beginning the interview with remarks about the temperature in the room and about warm and cold, and centering the associative material around bodily sensations connected with temperature. It seemed to run right up the middle of my chest and the first thought that raced through my mind was, I was getting a heart attack, and I became extremely tense, couldn't concentrate on flying the aircraft, very nervous like I am now. Then when I got back on the ground it didn't bother me, but after that, every time I got back into the airplane and flew again, the feeling came on me. So I stopped flying. I thought it would go away, but gradually it started to creep into everything I diddriving a car, riding on any kind of public transportation, being in crowds-it just seemed to seep into everything, and then after that it stayed with me continually, and it hasn't left me since. Dr This interview illustrates clearly that the sensory stimulus aroused bodily sensations which led immediately to verbal associations related to the origin of the anxiety. It is obvious that the associative process was facilitated by this kind of approach, which also accelerated the clarification of the meaning of the patient's phobias.
Interview
A further exemplification of commencing an interview with a sensory stimulus is the following case, where a smell stimulus was used for setting the associative process into motion.
Case 3
The patient was a 36-year-old, white, married, Catholic male, currently employed as a factory floor worker. His presenting problem was mental lapses occurring over a period of a year.
According to the patient, the present illness began about 1 year prior to admission. During that time he had had nine episodes which he calls mental lapses and describes as follows: a viselike pressure in the back of his head, dizziness, a loss of sense of time and place, and wandering into places with complete amnesia as to how he got there. Several times he has ended in the woods near his home. This is a place where his mother always forbade him to go alone when he was young. Other episodes consist of a sensation like being in a fog, or as if a screen were before him. Sometimes this occurs while he is sitting at home at the dinnei table. For a brief period he'll experience an altered sense of consciousness, with a knowledge that people are talking to him, while he is neither able to register what they say nor to respond it. The episodes last 15 minutes to 2 hours. At times they are accompanied by a bitter taste in his mouth. He says that with this his wife can smell an odor from his mouth.
His father is 64 years of age. The family doctor told the father about 7 years ago that he had a tired heart and should limit his activity. The patient's mother is 68 years of age. Shortly after the birth of the patient she had a hysterectomy.
The patient is an only child. He was an average student, and graduated from high school at the age of 18. He worked for 2 years, and then at the age of 20 started business college, where he did fairly well. At the age of 21 he went into the navy. He was in officers' candidate school, but was unable to apply himself and failed. He was transferred to the medical corps, where again he was unable to keep up with the work. After discharge from the service at the age of 25, he resumed his education, entering college to study arts and sciences. At the age of 26 he quit school to get married. Since that time he has had eight jobs. Several of them he lost because of unsatisfactory work, and a couple of jobs because of arguments with his bosses. His current employment is as a floor worker for a shoe manufacturing firm. He feels satisfied with his job, states that he is doing well, and thinks that here he has found his niche.
He has been married for 10 years, and his wife is now 36. They have four living children. The oldest daughter died of encephalitis at 5 years of age, 4 years ago. She had been sick for about 2 years prior to her death. Four of the wife's pregnancies have terminated in miscarriages. She is currently 4i/ 2 months pregnant.
The patient had pneumonia while in the service. He was hospitalized for acute hepatitis 4 years ago, at the same time and place as his deceased daughter.
At the time of the present admission, the patient appeared well developed but tense and anxious. His few remaining teeth were in poor repair. Physical examination, laboratory data, and EEG were within normal limits. In the admission interview, the patient's episodes were regarded as being fugue states. On the ward he seems to be like a "big baby" who is easily moved to tears. He behaves quite passively, shyly, with a tendency not to socialize with others, and is rather apathetic. In group he is a silent member.
When the resident talked to him, many of the patient's associations led to his head. He thought that possibly his difficulties might be due to a pressure on his brain or to a clot or a cancer, or perhaps could be traced to a blow on his head. This concept of pressure in the head he relates to guilt over masturbation; he has al-VOL. XXH, NO. 6, 1960 ways had a problem of determining whether he was masturbating too much. He remembers an old idea that excessive masturbation can cause a brain clot, or brain cancer, or cancer of the genitals.
His associations to his head also relate to his deceased daughter. He describes her illness in terms very similar to his own, saying that she had pressure on the brain, spells of unconsciousness, and loss of muscle control, so that she was absolutely paralyzed and unable to move. Expressing much guilt over her death, he wonders whether or not he did all that was medically possible for her. He says that he was near death during one of her later hospitalizations, when, as noted, he was hospitalized with hepatitis. He was unable to move himself because of the severity of his illness.
In talking about his mother, the patient says that she always kept him as a mama's boy and still has him tied to her apron strings. She always confined him to the yard or made him stay near her, so that he would not be killed or injured. She never allowed him to participate in sports or to be assertive in any way. He says that he was always sheltered from a knowledge of sex and, even into his late 'teens, his mother was strictly opposed to his going out with girls. Now he feels a tremendous resentment against her, but he fears to rebel because she might have a heart attack or be hurt in some other way.
His father was always a big disappointment to him when the patient was young. He could never go to his father and talk over his problems with him. Like him, his father was held under the tight, dominating grip of the mother. His father never supported him against the mother. The patient feels that he had to bear the brunt of the mother's overpowering nature alone because of the lack of brothers and sisters, whom he says he always wanted.
He describes his wife as being unlike this domineering mother. Prior to their marriage she was a nurse. She had first been a friend of the father's before the patient became interested in her. The patient says his wife objects to his being a "mama's boy," and has even recently threatened him with an annulment unless he "cuts the apron strings." He says that he too wants to be more assertive, to be more of a husband and more of a father to his children, to run the household without his mother's interference at every turn, but he is fearful of the consequences of turning away from mother. He does not think he can be financially independent, expresses much dissatisfaction over his past accomplishments, and speaks also of his family's tremendous disappointment in him.
It was decided to refer to an odor in the room as the stimulus for associative anamnesia. to clarify the meaning of the odor from his mouth and the reason for his mental lapses. The interview was not carried further, since the chain of associations stirred up by the smell stimulus had revealed that the patient's mental lapses are attempts to leave an unpleasant, dangerous reality. The patient tries to escape from his bad "conscience" by depersonalization. The content of the interview indicates the direction in which to search for the source of his "panic."
Discussion
We may ask: What, then, is the advantage of deriving associative material by way of a sensory stimulus?
It must be borne in mind that the stimulus to which the patient's attention is called is partly real and partly fictitious, because the interviewer refers to it in words regardless of whether it is true to fact or only suggested. Hence the patient will associate to it without being aware where his associations will lead. For that reason, the stimulus reaches him unprepared; his defenses are not lined up at this moment. Hence the ego will recognize the sensory stimulus as a purely abstract physical one. The advantage here is that the patient will react at first as to a purely external stimulus. The associations to this stimulus will then enter pathways which, during the development of early object relationships into higher levels of maturation, have already been passed through. This will facilitate the production of associations and the interpretation of the meaning of the symptoms. Transference resistance will thereby be mitigated, which explains why the interviews quoted here are relatively brief. They could be curtailed because it was possible to accumulate sufficient associative material in a short time.
In these conceptualizations, one factor should be emphasized-i.e., that everybody has developed his specific body image, which has come into existence from the building stones of the primary and secondary processes. From this point of view, the thresholds of sensory perceptions are standardized and homeostatically balanced in everyone, due not only to biochemical factors with their electric potentials, but due also-to a higher degree-to the compli-VOL. XXII, NO. 6, 1960 cated psychological processes through which deposits and inlays of images and symbols of parental and other objects were created and internalized via sensory perceptions. The images of these figures are dormant in the bodily organs and the physiologic functions, and become alive, as it were, through sensory stimuli insofar as any object relationship has its corresponding sensory signal.
The sensory stimulus set by the interviewer makes it possible to provoke bodily sensations to the exteroceptive stimulus which can be linked with repressed memories of those past sensations connected with highly charged emotional experiences.
Conclusion
The three interviews demonstrate that the sensory stimuli used as the key to the gateway into the minds of these patients opened the way for verbal associations which could be used in a relatively short time for a confrontation of the patient with his problem. Furthermore, they provided the interviewer with sufficient material for a later therapeutic approach in a certain sector.
I consider the use of a sensory stimulus to start associative anamnesis an important new step in interviewing technique. It will facilitate the clarification of the meaning of symptoms in different sectors.
In a dynamic interview, any sensory signal must by necessity reach down to early memories, since sensory impressions belong to the first sources of psychic development. They are the sensations of that pre-ego period before strong defenses are developed. Therefore objectless sensory stimuli initiating the interview ought to pierce the unconscious at an instant when the defenses are not thoroughly alerted. If the stimulus is properly introduced, the patient will be less on his guard, and his associations can flow more freely than may be the case without this technique.
